South Africa was the largest recipient of funding from the President's Emergency Plan for AIDS Relief (PEPFAR) for antiretroviral therapy (ART) programs from 2004 to 2012. Funding decreases have led to transfers from hospital and non-governmental organization-based care to government-funded, community-based clinics. We conducted semi-structured interviews with 36 participants to assess patient experiences related to transfer of care from a PEPFAR-funded, hospital-based clinic in Durban to either primary care clinics or hospital-based clinics. Participant narratives revealed the importance of connectedness between patients and the PEPFAR-funded clinic program staff, who were described as respectful and conscientious. Participants reported that transfer clinics were largely focused on dispensing medication and on throughput, rather than holistic care. Although participants appreciated the free treatment at transfer sites, they expressed frustration with long waiting times and low perceived quality of patient-provider communication, and felt that they were treated disrespectfully. These factors eroded confidence in the quality of the care. The transfer was described by participants as hurried with an apparent lack of preparation at transfer clinics for new patient influx. Formal (e.g., counseling) and informal (e.g., family) social supports, both within and beyond the PEPFAR-funded clinic, provided a buffer to challenges faced during and after the transition in care. These data support the importance of social support, adequate preparation for transfer, and improving the quality of care in receiving clinics, in order to optimize retention in care and long-term adherence to treatment.
Introduction
South Africa is the country with both the most HIVinfected citizens globally (6 million individuals) (Shisana et al., 2014) , and the greatest number of people on antiretroviral therapy (ART) -nearly 2.6 million (UNAIDS, 2014) . As the Government continues to expand its national program, funding from the U.S. President's Emergency Plan for AIDS Relief (PEPFAR) has decreased (Collins & Beyrer, 2013; Institute of Medicine, 2013; Katz, Bassett, & Wright, 2013; PEPFAR, n.d.; UNAIDS, 2012) .
As part of this transition, treatment programs across South Africa are transferring patients from non-governmental organizations, many of which were in hospitalbased facilities, to government-sponsored, nurse-led primary health clinics (The South African Antiretroviral Treatment Guidelines, 2013) . Few studies have examined what happens to HIV-infected individuals who transfer care as part of PEPFAR's cost reductions (Freeman et al., 2014) . Data are critical to provide information about the barriers that patients face as they move into new forms of care, especially if the South African government hopes to maintain the long-term benefits of expanding ART coverage for universal access (Bendavid, Holmes, Bhattacharya, & Miller, 2012; Martinson et al., 2009; Ventelou et al., 2012) and to optimize treatment of HIV-infected individuals as a form of prevention to uninfected partners (Cohen et al., 2011) .
We conducted a qualitative and quantitative analysis of the rapid transfer of patients from a large PEPFAR-funded, hospital-based clinic in Durban, to government-funded, community-based clinics in 2012. Our prior quantitative study estimated that nearly 20% of patients may not have linked to care and may have experienced a treatment interruption (Cloete et al., 2014) . The qualitative study presented here was performed to assess potential reasons for these findings, including patient perceptions of the transfer process and factors impacting continued care engagement.
Methods

Study site and transfer process
We performed a qualitative study in November 2013, using semi-structured interviews with 36 patients who had been transferred to community-based clinics from Sinikithemba, which was considered a Centre of Excellence in HIV care, at McCord Hospital. A PEPFAR-funded site since 2004, it was one of the largest providers of ART in Durban, initiating over 10,000 patients on ART in 13 years.
Sinikithemba was required to transfer all patients between March and the end of June 2012, during which patients visiting the clinic underwent a group counseling session explaining the clinic closure and transfer procedures (Cloete et al., 2014) . Patients were transferred to primary healthcare clinics, community health centers, or were referred to hospital-based clinics based on their ART regimen or co-morbid conditions.
Sampling and recruitment
We randomly selected participants, stratified by gender, within each type of transfer facility to (primary health care clinic, community health centers, hospital-based clinic - Figure 1) (Creswell, 1997) . Our goal was to explore if site of referral affected patients' experiences with the transition and willingness to continue to engage in care.
Eligibility criteria
Patients were eligible if they were: (1) ≥18 years old; (2) transferred from Sinikithemba ART clinic; (3) gave informed consent. The study protocol was approved by the McCord Hospital Research Ethics Committee (Durban, South Africa) and the Partners Human Research Committee (2012-P-001122/1, Boston, MA). All participants provided oral informed consent.
Data collection and preparation
Data were collected via semi-structured, 30-60-minute telephone interviews. Participants were reimbursed 100 ZAR (∼US$10). Qualitative protocol topics are listed in Table 1 . Interviews were conducted in English or Zulu, based on participant preference. All interviews were audio-recorded with permission, and were transcribed and translated to English. All transcripts were reviewed for quality by ITK, LMB, MRG, and IVB.
Data analysis
Three team members began an inductive analysis with a detailed review of all transcripts. We used a threestage analytic strategy with open and axial coding, followed by selective coding, to reflect relationships between codes (Strauss & Corbin, 1998) . In the deductive phase of coding, we developed a codebook, organized according to the hierarchy developed through axial coding and guided by our research question. We used QSR International's NVivo 9 software to aid in organizing categories. We assigned labels to each category, and identified illustrative quotes from transcripts. We ensured trustworthiness of the data by having two authors independently code the same 20% of transcripts (MRG, DL), overseen by the first author. Inter-rater consistency was very good across major themes (>0.70; mean = 0.77, range = 0.71-0.90) (Cohen, 1960) .
Results
Themes were organized by tangible or structural, healthcare-associated, interpersonal, and transferrelated factors. Overall, participants described Sinikithemba's structure as caring and cohesive. In contrast, patients recounted challenges to continuing 
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care at the transfer clinic, including long wait times, lack of services, and poor relationships with clinic staff and providers. Experiences were generally consistent across transfer facility type.
Tangible or structural factors
Most participants did not cite structural barriers to care at their new clinic, appreciating the proximity and lack of medication-related fees. However, participants also reported that they would be willing to travel further and pay a fee if it meant that they could return to their prior clinic, where they perceived a higher standard of care:
I was paying at Sinikithemba, but at the end of the day money was not a big deal compared to your life … I don't pay here, [but] I'd rather be in a place where I will pay … and still get the right service. (Female, referred to hospital-based clinic) Ultimately, paying for care at Sinikthemba was seen as a part of enhanced care, and receiving free care did not outweigh the benefits that came from a semi-private facility.
Healthcare-associated systems factors
Patients described a system of comprehensive care at Sinikithemba and positive long-term relationships with providers. In contrast, they felt ignored by government clinic staff and frustrated with long wait times, often missing work while waiting to be seen. Many perceived new clinic staff infantilized them and treated them poorly:
Where I am, they just don't care. The attitude they have is that we are sick, even our minds don't work well … They undermine us. They talk to you as if you are stupid or you are a small child … They should learn how to talk and respect other people. (Male, referred to hospital-based clinic) Many participants accepted this as the new standard, while others described feeling nostalgic for Sinikithemba.
Interpersonal psychosocial factors
Participants described feelings of loss, missing their community of peers and advocates in the move, while experiencing discrimination at their new facilities. Participants voiced fears about being identified by community members at local clinics, who might then ostracize them. Familial and peer social support provided a buffer against these forces and enabled participants to overcome internalized stigma as well as challenges at new facilities:
There are times where you can find yourself being discouraged, but it is important to disclose your status to your family so that they will support you … When my alarm rings, my children alert me and they bring me water to take my medication and that makes me feel good. (Male, referred to a community-health clinic) 1300 I.T. Katz et al.
Transfer process
The transfer process itself was challenging. Most felt it was chaotic and faster than they would have liked, which left them feeling alone without the support they previously had experienced. Participants who felt least prepared were often those who were concerned that the new clinic would not provide the same level of support to which they had grown accustomed:
We did not anticipate that the clinic would come to that situation. We were not aware that the good care that we were receiving was because of the support they were getting from the funders. So if the funders stopped giving help, there was nothing they could do as well. (Male, referred to primary health clinic)
Discussion
Participant narratives revealed the importance of relationships between patients and clinic staff at Sinikithemba, which were described as respectful and conscientious. Participants reported that transfer clinics were focused on dispensing medication and throughput, rather than holistic care. These factors eroded confidence in the quality of the care. Formal counseling on transitioning and ongoing social support provided a buffer to challenges faced during and after the transition.
South Africa is at a critical juncture as multinational funding priorities shift, and the Government takes full control of caring for people living with HIV. Given antiretroviral coverage rates were at 55% in 2010 and incidence rates were approximately 2% per annum (Mayosi et al., 2012) , this will ensure a growing demand for effective treatment for the foreseeable future (WHO, 2011) , compounded by the 2015 adoption of the WHO guidelines recommending ART initiation at CD4+ count ≤500 cells/mm 3 (WHO, 2013) .
Research related to the decentralization process is critical to understanding factors driving engagement in care in South Africa. We believe our study is the first to qualitatively analyze patient perceptions of the decentralization process in its immediate aftermath. Prior research on this topic has been focused on understanding patient perceptions of potential challenges they could face if and when they transferred (Gilbert & Walker, 2010) . Our prior research found that HIV-related stigma undermines ART adherence by compromising adaptive coping and social support (Katz, Ryu, et al., 2013) . Therefore, concerns about stigma and disclosure in decentralized clinics may have implications for care retention.
Our quantitative work identified early losses in the transfer process. This qualitative study helps to clarify why these losses may be occurring. Transfer clinics, while providing free care within the community, were often seen as overcrowded and unable to provide adequate support. This finding is consistent with our recent research focused on understanding why ARTeligible patients may choose not to engage in care, and the need for psychosocial support for individuals who may perceive too many barriers to accessing treatment (Katz et al., 2014) .
Despite these challenges, prior research has shown that patients have successfully transitioned to a decentralized system of care in South Africa, with particular success at primary health centers (compared to district and regional hospitals) (Bedelu, Ford, Hilderbrand, & Reuter, 2007; Fatti, Grimwood, & Bock, 2010; Fredlund & Nash, 2007) . Given shortages of health care workers and the decreasing funding, there is a need to broaden HIV care, so that it can reach all those in need. This will require integration of services, health system strengthening, improving the general quality of care provided at primary care clinics and support for individuals who transfer care.
There are several study limitations. Patients paid a monthly fee for care at the Sinikithemba and therefore may not be representative of patients seeking care in the public sector. In addition, only patients who linked to care were interviewed. Therefore, we do not have data on patients who were lost to care after the transfer process. Despite this, we were able to elicit concerns about the transfer process and provide a detailed understanding of factors that may be driving decision-making among people living with HIV in South Africa. Finally, an inherent limitation of qualitative research is a relatively small sample size, given the focus on the in-depth exploration of themes.
In conclusion, transitions in care are a necessary component of shifting PEPFAR funds in South Africa. These data support the importance of social support, adequate preparation for transfer, and improving the quality of care in receiving clinics, in order to optimize retention in care and long-term adherence to treatment.
Disclosure statement
No potential conflict of interest was reported by the authors.
Funding
This work was supported by R01 MH090326-04S1, K23 MH097667, and P30 AI060354.
AIDS Care 1301
